The assessment of the etiology and severity of functional tricuspid regurgitation (FTR) has many limitations, especially when tricuspid regurgitation (TR) is more than severe. Instead of relying solely on TR severity, a new approach not only takes into account the severity of TR, but also pays strict attention to tricuspid annular dilation (size), the mode of tricuspid leaflet coaptation, and tricuspid leaflet tethering-factors often influenced by right ventricular enlargement and dysfunction. To simplify things, we propose a new staging system for functional tricuspid valve pathology using 3 parameters that may more accurately reflect the severity of the disease: TR severity, annular dilation, and mode of leaflet coaptation (extent of tethering). We believe that by utilizing these parameters, cardiologists and cardiac surgeons will be offered a better system for appraisal and decision-making in FTR. (J Am Coll Cardiol 2015;65:2331-6) 
to left-sided heart disease, especially in the setting of mitral valve pathology (1) . The most frequent leftsided heart valve diseases, which can, in turn, lead to FTR, are mitral regurgitation (MR), mitral stenosis, and aortic stenosis. It is also important to note that atrial fibrillation, especially if chronic, can be an important etiologic factor in the development of FTR, primarily through its effect on tricuspid annular dilation (1, 2) . With the increasing recognition of mitral valve diseases, it is also noteworthy that approximately 30% to 50% of patients with severe MR have significant FTR (3, 4) . Additionally, patients who develop pulmonary hypertension, either due to left-sided heart disease or other etiologies, often develop right ventricular dilation and dysfunction, which can lead to abnormalities of the tricuspid annular size, as well as tricuspid leaflet tethering problems, all of which can also produce significant FTR (Central Illustration). Patients with significant FTR may remain asymptomatic, despite impaired right ventricular function. FTR carries an adverse prognosis, which is related to its severity (5) . The severity of tricuspid regurgitation (TR) is often the only parameter measured when assessing FTR; however, it is not the only criterion that should be utilized when evaluating the pathological processes and severity involved in FTR.
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Manuscript received February 15, 2014; revised manuscript received December 28, 2014, accepted April 3, 2015. All of these taken together will help guide decision-making with respect to the need for concomitant surgical intervention on the TV during left-sided heart valve surgery, particularly when TR is less severe. These parameters will also help in determining whether additional surgical repair techniques are needed during TV surgery.
TV AND ANNULAR ANATOMY
The TV is made of 3 leaflets, but not all leaflets play an equal role in FTR. The septal leaflet, whose papillary muscle is attached to the septum, is affected by the septal shift from right to left, but this is usually limited. The posterior leaflet is the smallest of the 3, and its papillary muscle is attached to the inferior wall of the RV. Thus, the diaphragm limits its displacement. The anterior leaflet is the biggest in surface area and is almost always anchored to a single papillary muscle, which is attached to the free wall or the anterior wall of the RV. This most important of TV leaflets is greatly affected by annular dilation, and TR appears when it is sufficient enough to reduce the coaptation height to a minimum. As the annulus dilates, the anterior and posterior leaflets are pulled away from the coaptation point, resulting in gaps that create TR jets (6) . Papillary muscle displacement, another mechanism to explain FTR, is correlated with RV dilation. In such conditions, the papillary muscles become displaced, resulting in a changing of the position of the coaptation point and in leaflet tethering (6) .
The TA is a very complex and dynamic structure, Functional Tricuspid Regurgitation the recent simplification of tricuspid grading into 3 grades (8). However, we suggest that TR should be divided not by grades, but as follows: no TR and mild TR should be 1 entity; mild-moderate and moderate TR should be a second entity; and severe TR should be a third entity. We recognize that TR grading is extremely labile, echocardiographic window-dependent, respiratory-dependent, and that sequential analyses should be performed.
TRICUSPID ANNULAR ASSESSMENT
Currently, the TA is measured and identified by 
MODE OF LEAFLET COAPTATION
The third criterion that we propose-leaflet coaptationshould be analyzed carefully. The coaptation is the surface of contact between the leaflets that is measured indirectly by coaptation height. The greater the coaptation, the less regurgitation is likely to occur.
A safe coaptation takes place between the body of each leaflet and, therefore, is called body-to-body coaptation. If, for any reason (annular dilation, leaflet tethering), the coaptation surface is decreased, then coaptation can take place on the free edge of the leaflet, either symmetrically (edge-to-edge) or asymmetrically (edge-to-body). In these cases, the likelihood of developing TR becomes very high, as, 6 according to filling conditions, there is no longer any safety margin to compensate or avoid regurgitation.
The next step is a lack of coaptation, where the leaflets never meet. Coaptation is affected by many more variables on the right side, as opposed to the left side.
Hence, due to more rapid changes in RV size, shape, tethering is considered significant when the tethering difference is >8 mm or the tenting area is >1.6 cm 2 (12) .
When significant leaflet tethering is present, no leaflet coaptation occurs at any stage of the cardiac cycle, thereby creating a single cavity between the RV and the right atrium. With 3DE, the extent of TV tethering can be measured in terms of tenting volume, and this parameter may be more accurate (16) . The concept of TV tenting is not as well appreciated as an entity that requires specific surgical treatment, such as those that we have previously described (14) . TV tenting volume has also been reported to independently determine residual TR after tricuspid annuloplasty. In predicting residual TR after tricuspid annuloplasty, a TV tenting volume >2.3 ml shows a sensitivity of 100% and a specificity of 84% (16 
